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National HIV Testing Day — 
June 27, 2007 


Initiated in 1995 by the National Association of 
People with AIDS and supported by CDC, National 
HIV Testing Day is held each year on June 27. This 
event increases awareness of human immunodeficiency 
virus/acquired immunodeficiency syndrome (HIV/ 
AIDS) and promotes early diagnosis and testing for HIV. 

In 2003, CDC announced a plan to explore new 
strategies to combat HIV (/). Since then, CDC research- 
ers have studied the feasibility and effectiveness of HIV 
testing in diverse settings, including emergency depart- 
ments and minority gay pride events, two settings fea- 
tured in this issue of MMWR. In 2006, CDC called 
for routine, voluntary HIV testing of persons aged 
13-64 years in health-care settings (2). In 2007, CDC 
launched a heightened national response to the HIV/ 
AIDS crisis among African Americans, with a goal to 
increase opportunities for diagnosis and testing (3). 

Persons who know they are infected with HIV can 
begin treatment at an early stage of infection and take 
steps to prevent transmitting HIV to others (4). 
Additional information regarding HIV testing, 
including a list of testing sites, is available at 
http://www. hivtest.org. 
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Rapid HIV Testing in Emergency 
Departments — Three U.S. Sites, 
January 2005-March 2006 


Approximately one fourth of the estimated 1 million per- 
sons living with human immunodeficiency virus (HIV) in 
the United States are unaware that they are infected with 
HIV and at risk for transmitting the virus to others (/,2). 
In April 2003, CDC announced a new initiative, Advanc- 
ing HIV Prevention: New Strategies for a Changing Epi- 
demic, aimed at reducing barriers to early diagnosis of HIV 
infection and increasing access of persons infected with HIV 
to medical care and prevention services (3). A priority strat- 
egy of this initiative is to make HIV testing a routine part 
of medical care. In April 2004, HIV testing was imple- 
mented in one emergency department (ED) in Los Angeles, 
California, and one in New York, New York, to determine 
the feasibility and acceptability of offering rapid HIV test- 
ing as a routine part of health care in EDs. In January 2005, 
an ED in Oakland, California, also began offering HIV test- 
ing routinely. This report summarizes the preliminary 
results of integrating rapid HIV testing into the health- 
care services routinely offered in the three EDs during 
January 2005—March 2006. Those results indicated that, 
of 9,365 persons tested, 97 (1.0%) ED patients had newly 
diagnosed HIV infection, and 85 (88%) of those 97 were 
linked after diagnosis to HIV care and treatment. EDs 
should consider integrating rapid HIV testing into their 


routine medical services to identify patients who are 
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unaware that they are infected with HIV and link them to 
health and prevention services. 

The three demonstration projects sought to evaluate 
patient acceptance and the feasibility of making rapid HIV 
testing a routine part of health care offered in EDs and to 
ensure that patients with confirmed HIV infection 
received appropriate follow-up health care. Data from 
January—December 2005 were analyzed from the New York 
and Los Angeles EDs; data from April 2005—March 2006 
were analyzed from the Oakland ED. These two periods 
were chosen because they provided at least 12 months of 
data when all three testing programs were operating at 
full capacity. Testing protocols at the three sites were simi- 
lar. All sites placed posters and brochures in waiting rooms 
and registration areas advertising the availability of free rapid 
HIV screening. Persons who, when asked, told project staff 
members that they were HIV negative or did not know 
their HIV status and who met project consent requirements 
(i.e., aged >18 years in New York and Los Angeles or aged 
»12 years in Oakland) were offered testing on an opt-in 
basis (i.e., patients were offered testing and had tests pet 


formed if they agreed to be tested and provided specific 
§ I I 


written consent). In all three EDs, preliminary testing was 
conducted using rapid HIV test kits (OraQuick™ Advance 

Rapid HIV-1/2 Antibody Tests [OraSure Technologies, 
Bethlehem, Pennsylvania])* with oral mucosal transudate 
specimens or finger-stick whole blood specimens. Patients 
who had positive rapid tests were given risk-reduction coun 


j 


seling and asked to provide a whole blood or oral specimen 
for confirmatory testing by Western blot. 

lesting procedures for the three sites differed by the 
location within the ED where HIV testing was offered and 


by tl | ble f 
xy the personnel responsible for testing and counseling. At 


the Los Angeles and New York sites, standard pretest infor 


mation, HIV testing, and test results were provided exclu 
sively by HIV counselors hired specifically to offer and 
provide these services in the ED. Counselors usuall 
offered HIV testing private room) to the next avail 


able patient in the waiting area but sometimes pro 
: ; ; 
vided counseling and ng to patients referred to them 


by ED physicians 
Ac the Oakland a different model was us to 


increase the number of persons offered testing. At intake in 


the ED, the triage nurs¢ iccempted to offer testing to all 
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eligible patients (i.e., those who, when asked, said they 
were HIV negative or did not know their HIV status and 
who met consent requirements). ED staff members (usu- 
ally treatment nurses), obtained written consents from those 
who agreed to testing, provided pretest information (i.e., 
an informational handout), and administered the HIV tests, 
in addition to their usual responsibilities. 

In New York and Los Angeles, both negative and positive 
rapid test results were provided to patients by HIV coun- 
selors; in Oakland, negative rapid test results were pro- 
vided by nurses, but positive rapid results were provided 
by HIV counselors (on weekdays) and ED physicians (dur- 
ing nights and on weekends). At all three sites, confirma- 
tory specimens were collected immediately upon receipt of 
a positive rapid test result; confirmatory results were pro- 
vided approximately 1 week later by HIV counselors either 
in the ED (Los Angeles and New York) or at hospital- 
affiliated clinics (Los Angeles, New York, and Oakland). At 
all three sites, persons with confirmed positive HIV test 
results were provided further HIV risk-reduction informa- 
tion, partner counseling and referral services, and medical 
care appointments. Consent forms, counseling, and other 
services were made available in English and Spanish. Staff 
members assisted patients with referrals to providers and 
services elsewhere if the patients were not local residents or 
requested services at other facilities. In New York and Los 
Angeles, project staff members performed chart reviews to 
collect follow-up data. In Oakland, information was 
collected through an active follow-up process involving 
project staff from the ED and a linkage coordinator from 
an affiliated HIV clinic. 


During the study periods, HIV testing was offered to 
34,627 (18.6%) of 186,415 persons who sought care at 
the three participating EDs (Table 1). The proportion of 
ED patients offered HIV testing varied by site: 47.7% in 
Oakland, 3.6% in Los Angeles, and 2.1% in New York. 


Overall, 19,556 (56.5%) of those offered testing agreed to 


be tested; however, the proportion of persons accepting 


testing varied by site: 98.3% in Los Angeles, 84.0% in 
New York, and 52.8% in Oakland. The proportion of 
patients actually tested during the ED visit among those 
who agreed to testing also varied by site: 99.8% in Los 
Angeles, 99.4% in New York, and 38.5% in Oakland. 
Among the 97 patients with newly diagnosed HIV infec- 
tion, 85 (88%) were then linked to health-care services, 
defined as having at least one medical follow-up visit for 
HIV care and treatment (Table 1). 

The proportion of tested patients with newly diagnosed 
HIV infection varied by site: 0.8% in Los Angeles, 1.0% 
in Oakland, and 1.5% in New York (Table 1). 


tested at the three sites differed by sex, age, race/ethnicity, 


Patients 


and HIV test result. Overall, by racial/ethnic group, among 
the 97 with newly diagnosed HIV infection, 50 (52%) 
were non-Hispanic black, 28 (29%) were Hispanic, 12 
(12%) were non-Hispanic white, four (4%) were Asian/ 
Pacific Islander, and the race/ethnicity for three patients 
was unknown (Table 2). Risk information was available for 
95 (98%) of those with newly diagnosed HIV infection; 
49 (52%) of those persons reported having at least one of 
the following risks for HIV transmission during the previ- 
ous 12 months: male-to-male sexual contact, injection-drug 
use, commercial sex work, or a sexually transmitted disease 


(STD) diagnosis. 


TABLE 1. Number and percentage of persons tested for human immunodeficiency virus (HIV) at hospital emergency departments, 
by testing site and selected HIV testing characteristics — three sites, United States, January 2005—March 2006* 





Los Angeles, 
California 


New York, 
New York 


Oakland, 


California Total 





Characteristic 


(%) 





No. (%) No. (%) No. (%) 





Persons examined at emergency departments 


Offered HIV testing (% of total examined) 


Accepting HIV testing (% of those offered) (98.3) 


Tested for HIV (% of those accepting) (99.8) 
Confirmed as newly diagnosed HIV positive 


(% of those tested) 


(0.8) 


Linked to care’ (% of those confirmed as newly 
diagnosed HIV positive) 


11 (84.6) 


72,948 186,415 


543 34,627 (18.6) 


296 19,556 (56.5) 


288 9,365 (47.9) 


19 97 (1.0) 


15 59 (90.8) 85 (87.6) 





*For the Los Angeles and New York sites, the number of persons aged >18 years examined at the emergency departments during 2005; for the Oakland 
, Site, the number of persons aged >12 years examined at the emergency department during April 2005—March 2006 
‘Defined as having at least one medical follow-up visit for HIV care and treatment 
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Reported by: EF Télzak, MD, F Grumm, J Coffey, MD, Bronx Lebanon 
Hospital Center, New York, New York. DAE White, MD, AN Scribner, 
MPH, Alameda County Medical Center, Oakland; S Quan, MPH, 
1 Martinez, Rand Schrader Health & Research Center, Los Angeles; 
M Esquivel, R Merrick, County of Los Angeles Dept of Health Svcs, 
California. B Boyett, MS, ]D Heffelfinger, MD, ] Schulden, MD, B Song, 
MS, PS Sullivan, PhD, Div of HIV/AIDS Prevention, National Center 
for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, CDC. 


Editorial Note: The findings in this report suggest that 
offering HIV testing as an integrated part of routine health- 
care services in EDs, rather than relying on a clinical- or 
risk-based approach to testing, is a feasible strategy for iden- 
tifying persons with previously undiagnosed HIV infection 
who might not otherwise access HIV-testing services. The 
majority of patients (56.5%) offered HIV testing at the 
three sites agreed to be tested, indicating that opt-in 
testing is acceptable in ED settings. If a risk-based approach 
to testing (e.g., testing only those persons reporting male- 
to-male sexual contact, injection-drug use, commercial sex 
work, or STD diagnoses) had been used in these three ED 


demonstration projects, 48% of the persons with newly 


diagnosed HIV infection would not have been offered test- 
ing. Overall, 88% of persons with newly diagnosed HIV 
infection were linked to health-care services after diagno- 
sis, a proportion that compares favorably with previous 
reports (4). 

Substantially higher proportions of patients were offered 
HIV testing and subsequently tested at the Oakland ED 
than at the Los Angeles and New York EDs. Using a 
counselor-based approach to testing resulted in >90% of 
patients accepting testing when offered at the Los Angeles 
and New York sites; however, the number of persons 
offered testing (<4%) in these EDs was limited by the num- 
ber of available HIV counselors. Nonetheless, the use of 
dedicated counselors in EDs enabled the Los Angeles and 
New York sites to increase the number of patients tested 
for HIV infection from 21 in 2003 to 1,709 in 2005 and 
from 415 in 2003 to 1,288 in 2005, respectively. In 
Oakland, use of existing staff members to offer testing 
resulted in approximately half of ED patients offered test- 
ing; however, only 52.8% of those offered testing accepted 


it, and only 38.5% of those who accepted testing were 


TABLE 2. Number and percentage of persons tested for human immunodeficiency virus (HIV) in emergency departments, by testing 
site, HIV test result, and selected characteristics — three sites, United States, January 2005—March 2006* 





Los Angeles, California’ 


New York, New York‘ 


Oakland, California‘ Total 





HIV HIV HIV 
positive negative positive 
(n = 13) (n = 1,695) (n = 19) 


HIV HIV HIV HIV HIV 
negative positive negative positive negative 
(n = 911) (n = 65) (n = 6,278) (n = 97) (n = 8,884) 





Characteristic No. (%)5 No. (%) No. (%) 


No. (%) No. (%) No. (%) No. (%) No. (%) 





Sex 
Male ) (76.9) 538 (31.7) 
Female 2 (15.4) (68.0) 
Transgender “ 


Unknown 7.7 5 (0.3 


Age (yrs) 

12-24 y 257 (15.2 
25-34 

35-44 

15-54 

5-64 

»65 

Unknown 
Race/Ethnicity 

mispanic 

Black, non-Hispanic 0 1 
White, non-Hispanic > (15.4) 2 (1.€ 
Asian/Pacific Islander 

American Indian/Alaska Native 0 3. (0.2) 
Other D 0 


Unknown 1 7.7) 13 (0.8) -_ 


287 (31.5) 52 (80.0) 3,499 (55.7) (78.4) 4,324 (48.7) 
621 (68.2) 


(18.5) 2,779 (44.3) (19.6) 4,552 (51.2) 
0 (1.5) (1.0) Ss =. 
3 (0.3) 0 (1.0) 8 (0.1) 


(12.4) (20.3) 
(25.8) (27.3) 
(24.7) (22.3) 
(33.0) (20.0) 
(3.1) (8.4) 
— (1.4) 
(1.0) (0.2) 


(58.3) 2.3) 798 (12.7 28 (28.9) (33.0) 

(38.2) 42 (64.6) 3,264 (52.0) 50 (51.5) (41.0) 

(2.3) (15.4) 1,023 3) 12 (12.4) (12.1) 
3 (0.3) (4.6 3.4) 4 (4.1) (2.7) 
1 (0.1) C 1 3) eo - (0.2) 
2 (0.2) 0 °o — _ 
5 (0.5) 2 (3.1) 964 (15.4) 3 (3.1) 982 (11.1) 





or the Los Angeles and New York sites, the number of persons aged >18 years examined at the emergency departments during 2005; for the Oakland 
, Site, the number of persons aged >12 years examined at the emergency department during April 2005—March 2006 
Sex, age, and race/ethnicity were not available for 384 persons: one from Los Angeles, 358 from New York, and 25 from Oakland 


Column percentages might not add to 100% because of rounding 
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actually tested, largely because of limited staff. Persons who 
agreed to testing but could not be tested during their ED 
visit in Oakland were referred to other hospital departments, 
clinics, or community-based organizations for testing. 


Despite the low acceptance of testing, the Oakland testing 


approach was most feasible for maximizing the number of 


patients tested. The numbez of ED patients tested for HIV 
infection increased from 307 in 2004 to 6,368 during April 
2005—March 2006. 

Revised CDC recommendations for HIV testing in 
health-care settings were published in September 2006 (5), 
5 months after the end of the study period described in 
this report. The revised recommendations call for HIV test- 
ing to become a routine part of medical services using a 
voluntary, opt-out approach to ensure that persons with 
HIV infection are identified and linked to care and preven- 
tion services early in the course of their infection and to 
foster improved long-term prognosis and reduced trans- 
mission to others (5). Under the opt-out approach recom- 
mended in the revised guidelines, patients are notified that 
HIV testing is a routine part of services offered to all 
patients aged 13-64 years and will be performed unless 
the patient declines to be tested. Such an approach has 


been accepted and effective among pregnant women (6). 


Several analyses have supported the cost-effectiveness of 


routine testing in clinical settings, even in communities 
with a low prevalence of HIV infection (7,8). In addition, 
routine testing might reduce the stigma associated with 
identifying persons for testing on the basis of actual or per- 
ceived risk behaviors (9,/0). Although this report describes 
HIV testing offered to patients in EDs on a voluntary opt- 
in basis, it provides insight into methods that could be 
used to implement testing using an opt-out approach. 
rhe findings in this report are subject to at least two 
limitations. First, HIV testing was not offered to all 
patients or to a statistical sample of patients visiting the 
participating sites; therefore, those who were tested might 
not be representative of all persons seeking medical care at 
these or other EDs. Second, data on linkage to follow-up 
health care might not include information for some 
patients who sought care outside of the three EDs described 
in this report. Additionally, some patients might not have 
sought care until after data for these projects were collected. 
Therefore, the reported proportion of persons with newly 
identified HIV infection who were linked to care is a mini- 


mum estimate. 


Although the results from these projects are preliminary, 


they demonstrate that integrating HIV testing into the 
routine care provided in EDs can identify persons with 
previously undiagnosed HIV infection. Routine testing 
might increase the linkage of HIV-positive persons to health 
and prevention services earlier in the course of infection, 
which might result in improved long-term prognosis and 
reduced HIV transmission. The two testing protocols 
described in this report had advantages and disadvantages. 
Use of a counselor-based approach to HIV testing (Los 
Angeles and New York) enabled in-depth assessment of risk 
behaviors and discussion of prevention strategies with 
patients but limited the number of patients who could be 
tested. Use of existing staff members (Oakland) enabled 
offering HIV testing to more patients but resulted in lower 
acceptance. A combined approach, using dedicated HIV 
testing personnel in collaboration with existing staff mem- 
bers, might increase testing capacities in EDs, maintain a 
high rate of acceptance of HIV testing, and facilitate imple- 
mentation of the opt-out testing approach outlined in the 
revised CDC recommendations for HIV testing in health- 
care settings (5). 
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Rapid HIV Testing Among Racial/ 
Ethnic Minority Men at Gay Pride 
Events — Nine U.S. Cities, 
2004-2006 


In the United States, human immunodeficiency virus 
(HIV) and acquired immunodeficiency syndrome (AIDS) 
disproportionately affect men from racial/ethnic minority 
groups (/). Approximately half of the HIV/AIDS cases 
among non-Hispanic black and Hispanic males reported 


by 33 states using name-based HIV surveillance during 


2001-2005 were among men who have sex with men 


(MSM) (/). Each year, approximately 100 gay pride events 
are held in cities across the United States to celebrate 
diversity, demonstrate solidarity of the gay community, and 
heighten awareness of topics of importance to the gay com- 
munity. These events are attended by several hundred to 
several hundred thousand MSM. Certain gay pride events 
are focused on celebrating solidarity in the minority gay 
community and are attended primarily by MSM from racial/ 
ethnic minority groups. These events offer an opportunity 
for community-based organizations (CBOs) and health 
departments to provide HIV-prevention education and 
outreach. In 2004, CBOs and health departments, with 
technical assistance from CDC, began conducting rapid 
behavioral assessments at gay pride events and at minority 
gay pride events (2). This report describes the results of 
assessments and rapid HIV testing conducted at 11 events 
in nine U.S. cities during 2004-2006; most of these events 
were attended primarily by MSM from racial/ethnic 
minority groups. A total of 543 attendees who participated 
in the assessments reported at the time of the event that 
they had not had HIV infection diagnosed previously. Of 


these, 133 (24! 


24%) were tested tor HIV during the event, 
ind eight (6%) of those tested during the event had a posi 
tive rapid test result. All eight were subsequently confirmed 
to be HIV positive by Western blot testing. Testing at gay 
pride events provides an opportunity to identify new HIV 
infections among MSM outside of health-care settings, 
particularly those from racial/ethnic minority groups. 

\s part of an initiative to reduce racial/ethnic disparities 
in HIV infection, the U.S. Conference of Mayors, through 
a cooperative agreement with CDC, provided funding to 
CBOs and health departments to conduct behavioral 
assessments at gay pride events attended primarily by MSM 
from racial/ethnic minority groups. CDC provided on-site 
technical assistance to the CBO and health department staff, 


including developing assessment questionnaires, training 


interviewers, and coordinating HIV testing and question- 
naire administration. During 2004-2006, CBOs and health 
departments were funded to conduct assessments and HIV 
testing at 1) black gay pride events in Detroit, Michigan 
(2004 and 2005), Baltimore, Maryland (2004), Jackson, 
Mississippi (2005), Charlotte, North Carolina (2006), 
St. Louis, Missouri (2006), and the District of Columbia 
(2005); 2) Hispanic gay pride events in Oakland (2004) 
and San Francisco, California (2005); and 3) gay pride 
events in Oakland, California (2004), and Chicago, 
Illinois (2006). 

Both volunteer and paid interviewers were stationed in 
multiple places at event sites. Interviewers approached and 
invited adult attendees to participate in a behavioral 
assessment. At some events, attendees were offered non- 
monetary incentives (typically valued at <$10) to increase 
participation. Assessments were conducted using a two- 
page, self-administered questionnaire in 2004 and a more 
comprehensive questionnaire administered by local staff 
using hand-held personal computers during 2005-2006. 
rhe assessment questionnaires included questions about 
demographic characteristics, sexual behavior, illicit drug use, 
HIV status, history of testing for HIV and other sexually 
transmitted diseases (STDs), and access to HIV and STD 
prevention services. After completing the questionnaire, 
respondents who said they were HIV negative or did not 
know their HIV status were offered rapid HIV testing 
Rapid HIV-1/2 Antibody 


fest (OraSure Technologies, Inc., Bethlehem, Pennsylva- 


using the OraQuick® Advance" 
nia). Because a positive rapid HIV test is considered to be 
a preliminary result, persons with preliminary positive 
results were asked to provide an oral fluid or blood spec! 
men for confirmatory Western blot testing. Rapid HIV test 
ing at the 11 events was performed in diverse settings 
including tents, mobile testing units, community centers, 
churches, bars, and hotel rooms. 

Of 627 male respondents aged >18 years who self 
identified as being from a racial/ethnic minority group and 
as being either gay or bisexual, 543 reported that they were 
HIV negative or did not know their HIV status. Of these, 
133 (24%) were tested for HIV at an event (Table). Of the 
133 respondents who were tested, eight (6%) had prelimi- 
nary positive test results. All eight were subsequently con 
firmed to be HIV positive by Western blot testing. The 
median age of the eight HIV-positive respondents was 36 
years (range: 21-43 years), and seven were non-Hispanic 
blacks. Four of the eight newly identified HIV-positive 


respondents reported having had a negative HIV test 
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TABLE. Number and percentage of persons who received rapid 
human immunodeficiency virus (HIV) testing during gay pride 
events, by selected characteristics — nine U.S. cities, 2004— 
2006* 


Characteristic No. (%)* 


Age group (yrs) 
18-24 53 (39.8) 
25-29 19 (14.3) 
30-39 37 (27.8) 
40-49 19 (14.3) 
>50 5 (3.8) 
Race/Ethnicity 
Black, non-Hispanic 95 (71.4) 
Hispanic 18 (13.5) 
Other 20 (15.0) 
Sexual identity 
Homosexual (78.9) 
Bisexual (21.1) 
Year/Location 
2004 
Baltimore, Maryland (3.8) 
Detroit, Michigan (10.5) 
Oakland, California (first event) (2.3) 
Oakland, California (second event) (4.5) 
2005 
Detroit, Michigan (10.5) 
Jackson, Mississippi (6.8) 
San Francisco, California (6.8) 
District of Columbia (6.0) 
2006 
Charlotte, North Carolina (12.0) 
St. Louis, Missouri (6.8) 
Chicago, Illinois (30.1) 
Received HIV test during the preceding year 
Yes (60.2) 
No 53 (39.8) 
Total 133 (100.0) 


*All persons tested were men aged >18 years who self-identified as 
being from a racial/ethnic minority group and as being either homo- 
sexual or bisexual. All had responded to a behavioral assessment of- 
fered at the event, and all had reported that they were HIV negative or 

, did not know their HIV status 
Column percentages might not add to 100% because of rounding 











result during the preceding year, one had never been tested 
for HIV, and the testing histories of three were unknown. 

Of the 169 persons who were willing to be tested at a 
2005 or 2006 event, 105 (62%) were tested; data for 2004 
were unavailable. Although the reasons willing respondents 
were not tested were not collected systematically, anecdotal 
reports from staff at events suggest that the primary rea- 
sons were that respondents did not report to testing loca- 
tions after completing the behavioral assessment or, if they 
did report to testing locations, they chose not to wait until 
staff were available to administer a test. 

Data on health-care—-seeking behaviors were available 
from the 2005 assessments only. Of the 229 respondents 


in 2005 who reported that they were HIV negative or did 


not know their HIV status, 23 (10%) had received a refer- 


ral for HIV testing from a health-care provider or outreach 


worker during the preceding year, and 169 (74%) respon- 


dents had visited a health-care provider during the preced- 
0 (41%) had been 
offered an HIV test by their health-care provider. 


Reported by: 7 Dowling, MA, MPH, O Macias, D Sebesta, PhD, San 
Francisco Dept of Public Health, E Antonio, Mission Neighborhood Health 
Center, C Emerson, Tenderloin Health, San Francisco; L Hinojosa, Alameda 
County Office of AIDS Admin, Oakland, California. P LaKosky, MA, 
Chicago Dept of Public Health, Chicago, Illinois. C Bolden Calhoun, 
Community Health Awareness Group, Detroit; L Randall, PhD, Michigan 
Dept of Community Health. B Tucker, Women Accepting Responsibility, 
Inc., Baltimore; C Flynn, ScM, Maryland Dept of Health and Mental 
Hygiene. M Robinson, Pride of Mississippi, Inc., H Mangum, MSSW, 
Grace House Inc., Jackson; C Thompson, Mississippi Dept of Health. 
D Wrigley, St. Louis City Health Dept, St. Louis, Missouri. M Buie, MA, 
D Bost, North Carolina Dept of Health and Human Sves. A Smith, MA, 
Whitman- Walker Clinic, District of Columbia. E Begley, MPH, B Boyett, 
MS, H Clark, MPH, J Heffelfinger, MD, K Jafa-Bhushan, MBBS, 
] Schulden, MD, B Song, MS, P Thomas, PhD, P Sullivan, DVM, PhD, 
Div of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral 
Hepatitis, STD, and TB Prevention; A Voetsch, PhD, EIS Officer, CDC. 


ing year. Of these 169 respondents, 


Editorial Note: Of the estimated 1 million persons living 
with HIV infection in the United States, approximately 
25% do not know their HIV status (3). In 2003, the CDC 
initiative Advancing HIV Prevention: New Strategies for a 
Changing Epidemic called for implementation of new 
models for diagnosing HIV infections (4). Rapid HIV test- 
ing can increase the number of persons who are willing to 
be tested and the proportion of persons tested who receive 
their results (5). The findings in this report suggest that 
rapid HIV testing of MSM in racial/ethnic minority groups 
at gay pride events is a useful way to enable HIV-infected 
persons to learn their HIV status. 

Overall, of the persons who reported that they were HIV 
negative or who did not know their HIV status during the 
assessment and who were tested at gay pride events, 6% 
had positive HIV test results. This result is comparable to 
the 7% of minority MSM with a positive HIV test result 
in 2004 at CDC-supported testing sites, which included 
hospitals, public health and STD clinics, prisons and jails, 
drug treatment centers, and outreach settings (6). Four of 
the eight men who were newly identified as infected with 
HIV had received negative HIV test results during the pre- 
ceding year. Men who mistakenly believe that they are HIV 
negative, even those who have this belief based on a recent 
negative HIV test, represent an important risk group for 
HIV transmission. For example, 47 (7%) of the 723 MSM 
in the Young Men's Survey who had received negative HIV 








604 MMWR 


June 22, 2007 





test results during the preceding year and disclosed that 
they were HIV negative to their sex partners were unaware 


(7 


that they were HIV positive (7). Knowledge of being 


infected with HIV has been associated with reduction of 


high-risk behaviors (8). 

CBOs and health departments face several challenges 
when conducting rapid HIV testing at gay pride events. 
lhe effectiveness of testing depends, in part, on the amount 
of resources that CBOs and health departments can dedi- 
cate to such events. The demand for rapid HIV testing at 
several of the events described in this report exceeded the 
capacity of CBO and health department staff to provide 
testing. Persons who could not be tested during the event 
were referred for testing ata later date. Effectiveness also 
depends on proper follow up of persons with newly diag- 
nosed HIV. Two of the eight MSM with newly diagnosed 
and confirmed HIV infection were not referred to medical 
care because they could not be located after the event. HIV 
testing at gay pride events is only one part of a greater 
strategy to encourage HIV testing among MSM. 

HIV testing provided by CBOs and health departments 
outside of the health-care setting, such as at gay pride events, 
is an important strategy to reach MSM who might not 
regularly access health care. Among persons for whom 
health-care—seeking behavior information was available, 

4% had visited a health-care provider during the preced- 
ing year; however, only 41% had been offered HIV testing 
by a provider during the preceding year. To decrease the 
number of missed opportunities for HIV testing, in 2006, 
CDC recommended that HIV testing for patients aged 13 
64 years become a routine part of medical services using a 
voluntary, opt-out approach. CDC further recommended 
that persons likely to be at high risk for HIV infection, 
including sexually active MSM, be tested at least annually 
(9). 

Future analyses of outreach activities such as the ones 
described in this report can be used to understand barriers 
to HIV testing among MSM and help determine the cost- 
effectiveness of such activities for health departments and 
CBOs. Expansion of HIV testing opportunities for racial/ 
ethnic minorities outside of health-care settings, combined 
with culturally appropriate behavioral interventions, are 
important components of ongoing CDC activities to 
reduce HIV transmission and eliminate disparities in the 
rates of HIV infection by race and ethnicity. 
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Decline in Smoking Prevalence — 
New York City, 2002-2006 


In 2002, after a decade with no decrease in smoking preva- 
lence, New York City began implementation of a five 
point tobacco-control program consisting of increased 
taxation in 2002, establishment of smoke-free workplaces 
in 2003 (/), public and health-care—provider education, 
cessation services, and rigorous evaluation, including an- 
nual cross-sectional, citywide telephone surveys using the 
same measures as CDC’s state-based Behavioral Risk Fac- 
tor Surveillance System (BRFSS).* During 2002-2004, 
estimated adult smoking prevalence decreased from 21.5% 
to 18.4%, representing nearly 200,000 fewer smokers (2,3). 
However, in 2005, no change in adult smoking prevalence 
occurred, either among New York City residents overall or 
among demographic subpopulations (3). In 2006, to fur- 
ther reduce smoking in New York City, the New York City 
Department of Health and Mental Hygiene (DOHMH) 


implemented an extensive, television-based anti-tobacco 





* BRFSS is a state-based, random-digit—dialed telephone survey of the U.S. civilian 
noninstitutionalized population aged >18 years. BRFSS is administered in all 
50 states, the District of Columbia, and three U.S. territories (Guam, Puerto 
Rico, and the U.S. Virgin Islands). BRFSS prevalence data is available at http 


apps.necd cde -2OV br Tss 
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media campaign using graphic imagery of the health 
effects of smoking; the campaign aired simultaneously with 
a large New York state anti-tobacco media campaign. This 
report describes the two campaigns and analyzes citywide 
survey data before and after the campaigns. In 2006, 
during the first year of the media campaigns, adult smok- 
ing prevalence decreased significantly among men (11.6% 
decrease) and among Hispanics (15.2% decrease). These 
findings confirm the importance of comprehensive tobacco- 
control programs and suggest that this intensive, broad- 
based media campaign has reduced smoking prevalence 
among certain subgroups. 

The 2006 DOHMH media campaign, the first expanded 
component of the DOHMH tobacco-control program 
introduced since 2003, focused on increasing smokers’ 
motivation to quit. Advertisements included testimonials 
from sick and dying smokers and graphic images of the 
effects of smoking on the lungs, arteries, and brains of smok- 
ers. Advertisements included diverse messages in both 
English and Spanish. The television campaign broadcast 
for 23 of 40 weeks during January—October 2006, with 
100-600 gross ratings points (GRPs)' per week, for a total 
of approximately 6,500 GRPs. 

In 2006, the New York State Department of Health also 
aired a separate, simultaneous statewide television-based 
anti-tobacco media campaign that included New York City. 
The campaign included advertisements featuring graphic 
images of the effects of smoking and emphasizing the 
effects of secondhand smoke on children. The broadcasts 
equated to approximately 4,400 GRPs in New York City 
from January through December 2006. Thus, in total, New 
York City adult smokers were exposed to nearly 11,000 
GRPs during this l-year period, equating to the average 
viewer in NYC seeing an advertisement approximately 110 
times over the year; this exposure is similar in magnitude 
to that of the highest exposure group in the American 
Legacy Foundation’s 2000-2002 “truth” campaign,> which 
equated to approximately 20,000 GRPs for the 2-year 
campaign period (4). 

To measure the annual prevalence of health conditions 
and risk behaviors, including smoking, DOHMH has 
conducted population-based, random-digit—dialed health 
surveys of approximately 10,000 adult New York City 





GRPs are an industry-specific standardized measure of the broadcast frequency 
ind audience reach of a campaign. For example, 100 GRPs are equal to one 
exposure in the given period. 

lhe “truth” campaign is a national antismoking campaign to discourage tobacco 


use among youths 


residents annually since 2002. Trained interviewers use 
computer-assisted telephone interviews to assess smoking 
status using the same measures as BRFSS; adult smoking 
is defined as adults who responded “yes” to the question 
“Have you smoked at least 100 cigarettes in your entire 
life?” and responded “every day” or “some days” to the ques- 
tion, “Do you now smoke cigarettes every day, some days, 
or not at all?” Smoking prevalence data for 1993-2001 
were obtained through surveys of New York City residents, 
excerpted from the annual New York state BRFSS (5). 
Because of small sample sizes specific to New York City for 
individual years from 1993 to 2001 (range: 794—1,665 
respondents annually), BRFSS data for these years were 
grouped into 3-year datasets (1993-1995, 1996-1998, 
and 1999-2001) (2). For annual New York City survey 
data, survey weights were calculated by adjusting prob- 
ability-of-selection weights to match the 2000 New York 
City census counts in each neighborhood by age/sex and 
race/ethnicity. Smoking status was not imputed for survey 
respondents who did not answer the relevant questions. 
Significant changes between survey years were assessed 
using pairwise ¢ tests to compare prevalence estimates of 
each group. A value of p<0.05 was considered significant. 


The smoking prevalence among New York City resi- 


dents decreased significantly from 21.5% in 2002 to 18.4% 


in 2004 (p<0.001 )$; decreases were demonstrated in all 
major age, race/ethnicity, sex, and education subgroups and 
by location of birth. From 2004 to 2005, smoking preva- 
lence did not change significantly among New York City 
residents overall, and no changes occurred within any sub- 
group. Although in 2006, the year during which televi- 
sion advertisements were aired, smoking prevalence did not 
change significantly among New York City residents over- 
all (17.5% in 2006 compared with 18.9% in 2005, 
p=0.055) (Table), smoking prevalence decreased signifi- 
cantly among men (from 22.5% to 19.9%, p=0.021) and 
Hispanics (from 20.2% to 17.1%, p=0.027). 

The 17.5% prevalence among New York City residents 
in 2006 amounts to a 19% decrease from 2002 (Figure), 
representing 240,000 fewer adult smokers and an average 
annual rate of decrease of 5%. Young adults (aged 18-24 
years) had the largest 2002-2006 decrease, 35%. Although 
the prevalence of smoking among men remained static from 
2004 to 2005, it decreased 12% from 2005 to 2006 





« 
Complete New York City survey data available at hetp://www.nyc.gov health 


epiquery 
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TABLE. Estimated adult smoking prevalence and percentage change, by year and selected characteristics — New York City, 2002, 2005, 
and 2006 





Estimated 
change in 
number of 
smokers 

2002 to 2006 


-240,000 


n % change % change 
2002 2005 2006 2005to 2002to 
(95% Ci*) No." (95% Cl) No. (95% Cl) No. 2006 2006 


(20.5-22.6) 1,305,000 (17.9-19.9) 1,151,000 (16.6-18.5) 1,065,000 , -19.08 











Cinaracteristic 





New York City overall 
Age group (yrs) 
18-24 (20.7-27.2) 
25-44 (22.6-26.0) 
45-64 23.4 (21.4-25.6) 
>65 1 (8.4—11.9) 
Race/Ethnicity 
Asian/Pacific Islander 
Black, non-Hispanic 
Hispanic (19.5-23.5) 
White, non-Hispanic (22.2-25.7) 
Other (15.8-31.7) 
Sex 
Men ~. (21.7-25.1) 
Women 9 (18.5-21.2) 
Education 
Less than high school diploma 5 21.7-27.5) 
High school graduate -26.3) 
Some college y 26.9) 
College degree or more 9-18.1) 
Location of birth 
United States 25.8 (24.5-27.2) 
Other than United States (13.6-16.8) 


185,000 
616,000 
390,000 

89,000 


(15.5-22.5) 
(20.7-24.0) 
(18.4-21.7) 

(7.4-10.5) 


148,000 
583,000 
338,000 

82,000 


(12.5-19.1) 
(18.5-21.9) 
(17.7-—20.8) 

(8.4—11.5) 


119,000 : -34.98 
531,000 - -16.98 -85,000 
323,000 - -67,000 

91,000 -1 2,000 


-66,000 


(12.0-19.3) 
(18.8-22.9) 


98,000 
284,000 
327,000 
568,000 

29,000 


(10.8-—17.4) 
(18.0—21.9) 
(18.3-22.2) 
(17.5-20.9) 
(13.4-23.0) 


88,000 
276,000 
318,000 
425,000 

45,000 


(8.4—13.7) 
(15.8-19.8) 
(15.3—19.0) 
(18.1-—21.6) 
(13.7-—24.0) 


70,000 
243,000 
265,000 -62,000 
450,000 118,000 

37,000 - 8,000 


-28,000 
-41,000 


675,000 
630,000 


(20.9-—24.2) 
(14.5-16.8) 


645,000 (18.4—21.5) 


9.9 571,000 
507,000 (14.1-16.6) 


495,000 


-104,000 
-135,000 


188,000 
318,000 
277,000 
329,000 


(20.9-26.2) 
(20.7-24.9) 
(18.2-22.4) 
(13.1-16.5) 


230,000 (20.2-26.0) 
321,000 21.5 (19.3-23.9) 
258,000 19.3 (17.2-21.7) 
333,000 13.0 (11.7-14.5) 


198,000 
256,000 
211,000 
275,000 


10,000 
-62,000 
-66,000 

54,000 


944,000 22.9 (21.6-24.3) 
357,000 13.8 (12.4—15.3) 


790,000 21.5 (20.1-22.9) 
359,000 12.4 (11.1-13.7) 


729,000 -6.1 
336,000 -10.2 


215,000 
-21,000 





* 95% confidence interval 
The population counts were calculated as the sum of the survey weights for current smokers. For annual New York City survey data, survey weights were calculated by adjusting 
probability-of-selection weights to match the 2000 New York City census counts in each neighborhood by age/sex and race/ethnicity. Smoking status is not imputed for survey 
respondents who did not answer the relevant question, and their weights do not contribute to this table 
p<0.05. Significant changes between survey years were assessed using pairwise f tests to compare prevalence estimates 


(p=0.021), with a statistically significant decrease among Reported by: /A Filis, PhD, SB Perl, MPH, TR Frieden, MD, M Huynh 
PhD, C Ramaswamy, MBBS, LS Gupta, MPH, BD Kerker, PhD, Neu 


York City Dept of Health and Mental Hygiene. 


Hispanic men (from 24.6% to 19.3%; 22% decrease, 
p=0.024). Significant decreases occurred among Hispan- 


ics, both since 2002 (21% decrease, p=0.002) and since Editorial Note: Tobacco use remains the leading prevent- 


2005 (15% decrease, p=0.027), after no change in the pre- able cause of death in the United States. Several measures 


ceding year. The largest proportional 2002-2006 decrease are proven to reduce tobacco use. Foremost is taxation (6). 


among racial/ethnic groups was among Asians/Pacific In July 2002, New York City increased the excise tax on 


Islanders (30% decrease, p=0.050). Although non-Hispanic 


cigarettes from $0.08 to $1.50 per pack, which, combined 


whites did not demonstrate a significant decrease in smok- with an April 2002 New York state excise tax increase from 


ing from 2005 to 2006, the smoking rate in this popula- $1.11 to $1.50, resulted in the highest combined city/ 
tion has decreased 17% since 2002 (p=0.001), representing state tax in the United States at the time. The tax increases 
nearly half of the 2002—2006 decrease in the number of resulted in a 32% increase in the retail price of a pack of 
New York City adults who smoke (118,000 fewer non- 


cigarettes (from $5.20 to $6.85), aithough an increase in 
Hispanic white smokers since 2002). Despite this progress, 


tax-avoidant sales (e.g., purchasing through out-of-state 


in 2006, the smoking prevalence among New York City 
men was significantly higher than among women (p<0.001). 
lhe smoking prevalence among those aged 25—44 years 
was higher than among adults aged 18-24 years (p=0.015); 
the prevalence among those aged 25—44 years and 45-64 
years was higher than among those aged >65 years 
(p<0.001, both comparisons); and the smoking prevalence 
among those with less than a college education was higher 


than among those with more education (p<0.001). 


sellers or American Indian reservations) resulted in only a 
20% increase in the average actual price paid reported by 
smokers (from $4.60 to $5.50) (2). A second proven way 
to decrease smoking prevalence is through legislation that 
makes workplaces and other public areas smoke-free, pro- 
tecting nonsmokers from secondhand smoke and reducing 
smoking prevalence among affected smokers (7). A com- 
prehensive smoke-free workplace law covering virtually all 


indoor workplaces, including restaurants and bars, was 
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FIGURE. Estimated adult smoking prevalence, by year — New 
York City, 1993-2006 


42 + 


$0.39 (April 2002) and 
$1.42 (July 2002) 
tax increases” 


Television 
ad campaign 
(January 
October 
2006) 


, 
, 


1993-1995 1996-1998 1999-2001 2002 2003 2004 200 2006 


Smoke-free 
workplace 
legisiation 

March 2003) 


Percentage 


3-year average 


Year 


SOURCES: New York State Behavioral Risk Factor Surveillance 

System (1993-2001); New York City Community Health Survey (2002- 

2006); New York State Department of Health; New York City Department 

of Health and Mental Hygiene. 

* Specific (rather than percentage) tax, not indexed to inflation, resulted in 

, decreasing real price of tobacco during 2003-2006. 

‘Because of small sample sizes specific to New York City for individual 
years from 1993 to 2001 (range: 794—1,665 respondents annually), 
BRFSS data for these years were grouped into 3-year datasets (1993- 
1995, 1996-1998, and 1999-2001) 


implemented in New York City in 2003 (/). After imple- 
mentation of these components of comprehensive tobacco 
control, overall smoking prevalence in New York City 
decreased, after a decade with no change in the smoking 
rate (2). The total decrease associated with New York City’s 
comprehensive program from 2002 to 2006 was 19%, an 
average annual decrease of 5%. This decrease occurred more 
quickly than those documented by BRFSS in California 
(3%-4% annually during 1998-2005), Massachusetts 
(2% annually during 1995-2005), or the United States as 
a whole (2% annually during 1965-2004 and 3% annu- 
ally during 2002—2006)** in any period since data were 
first collected in 1965. 

Although the effectiveness of anti-tobacco media cam- 
paigns has been evaluated previously (8), few evaluations 
have assessed the effect of media campaigns independent 
of other population-based tobacco-control measures in a 
comprehensive tobacco-control program. The annual sur- 
vey data collected in New York City do not allow for causal 


interpretation of the relation between any decreases and 





* California and Massachusetts BRFSS smoking prevalence data are available at 
http://apps.nccd.cdc.gov/brfss. U.S. smoking prevalence data from the National 
Health Interview Survey are available at http://www.cdc.gov/tobacco 
data_statistics/tables. 


any intervention, including the media campaign, and do 
not account for possible secular trends, but the implemen- 
tation of the media campaign in New York City was the 
only major change initiated in the New York City program 
after 2003. Thus, the New York City data suggest that 
large-scale, intensive anti-tobacco media campaigns, when 
implemented in the context of existing comprehensive 
tobacco-control components such as taxation and 
smoke-free workplace legislation, can have a contributory 
effect on reducing smoking prevalence among certain 
subpopulations (2). 

Although the 2005-2006 New York City data provide 
important preliminary information about the potential for 
large-scale media campaigns to reduce smoking levels 
among men and Hispanics, additional smoking prevalence 
data from New York City are needed to confirm the broader 
effectiveness of such campaigns. In addition, the specific 
effects of the media campaign on smoking behaviors also 
might be documented through the use of a cohort or nested 
case-control study. 

The findings in this report are subject to at least three 
limitations. First, these data rely on self-reported smoking 
behaviors, which might be affected by social desirability 
bias. Second, telephone surveys such as the one described 
in this report exclude certain populations (e.g., military 
personnel residing on bases, institutionalized populations, 
and persons without landline telephones). Finally, the 
decrease in New York City since 2002 might parallel an 
overall national decrease during the same period; however, 
certain state decreases likely resulted in large part from more 
recent tax increases, whereas New York’s tobacco tax 
increase occurred in 2002. 

The large decrease in smoking (34.9%) described among 
young adults (aged 18-24 years) since 2002 is consistent 
with data from the Youth Risk Behavior Survey in New 
York City, which indicated decreases among high school 
students through 2005, the most recent year the survey 
was administered (9). During 2003-2005, youth smok- 
ing in New York City decreased substantially from 14.8% 
to 11.2%, whereas youth smoking in the United States 


remained unchanged at approximately 23%.'' The aging 


of a cohort of adolescents with low smoking prevalence into 

the young adult category accounts for part of the observed 

decrease in smoking among adults aged 18-24 years. 
Although increased tobacco taxation is the most effective 


way to reduce smoking prevalence (6) and was cited in 





CDC. Youth risk behavior surveillance—United States, 2005. MMWR 
2006:55(No. SS-5). 
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2003 by New York City smokers as the primary reason for 
quitting or reducing tobacco use (2), this impact likely 
reaches its maximum effect after 1-2 years, after smokers 
adjust to the increased price by quitting, reducing quanti- 
ties smoked, switching to less expensive brands, or pur- 
chasing through lower-cost sales channels. This is supported 
by data from the annual New York City phone survey, 
which indicates that, after increasing substantially from 
2002 to 2003 (from 15.8% to 30.9% of sales), tax-avoidant 
sales decreased substantially among New York City smok- 
ers from 2003 to 2005 (i.e., 1-2 years after implementa- 
tion, from 30.9% to 22.5%). The $10 billion spent by the 
tobacco industry annually on discounting the price of ciga- 
rettes (http://www.ftc.gov/reports/tobacco/2007ciga- 
rette2004-2005.pdf), which is focused in areas that have 
implemented higher excise taxes (/0), further erodes the 
effect of increased taxes. No significant changes in price or 
place of purchase occurred from 2005 to 2006 in New 
York City, according to smokers’ self-reports. In addition, 
because New York City’s tobacco tax is a specific amount 
rather than a percentage, the inflation-adjusted price of 
cigarettes in New York City actually decreased steadily 
after implementation of the tax in 2002, indicating that 
the role of media might have been particularly important. 

Jurisdictions can make additional progress in reducing 
tobacco use, particularly by further increasing taxes, 
expanding smoke-free public places, and airing sustained, 
graphic, and pervasive anti-tobacco advertising. The most 
recent data on tobacco industry expenditures indicate that 
tobacco companies spent approximately $13 billion in the 
United States on marketing in 2005 (http://www.ftc.gov 
reports/tobacco/2007cigarette2004 2005.pdf), which is 
more than $43 per capita. Funding of anti-tobacco media 
campaigns in New York City was approximately $2.70 per 
capita in 2006, with New York City and New York state 
each contributing approximately half; expenditures were 
within the range of $1 to $3 per capita as suggested by 
CDC's Best Practices for ( omprehensive lobacco Control Programs 
(hetp://www.cdc.gov/tobacco/tobacco_control_programs/ 
stateandcommunity/best_practices/00_pdfs/bpchap6.pdf). 
Che data presented in this report suggest that, in the con- 
text of increases in taxation and implementation of smoke- 
free workplace legislation, additional well-funded media 


campaigns that have graphic content and are aired with 


high frequency might further reduce smoking prevalence. 
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Errata: Vol. 56, No. 17 


In the report, “Projected State-Specific Increases in 
Self-Reported Doctor-Diagnosed Arthritis and Arthritis 
Attributable Activity Limitations United States, 2005 
2030,” multiple errors occurred. 

On page 423, the fifth sentence of the first paragraph 
should read: “The results indicate that, among 50 states, 
the median projected increase in doctor-diagnosed arthri 
tis from 2005 to 2030 will be 34%: a total of 10 states are 
projected to have increases of 50% to 99%, and three states 
are projected to see their numbers more than double.” 

Che last paragraph should read: “From 2005 to 2030, 
the number of adults with doctor-diagnosed arthritis is 
projected to increase by a median of 34%' in 50 states 
(range: 10% [West Virginia] to 134% [Arizona}); in 10 
states, the projected increase ranges from 50% to 99%; 
three states (Arizona, Florida, and Nevada) are projected 
to see their numbers more than double (JTable). The 
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median projected increase in the absolute number of per- 
sons with doctor-diagnosed arthritis in these same states is 
310,000 (range: 21,000 [North Dakota] to 3,654,000 
[Florida]); the comparable median increase in those with 
arthritis-attributable activity limitations is 103,000 (range: 
8,000 [North Dakota] to 1,336,000 [Florida]) (Table). 
Primarily because of an expected population decline, the 
District of Columbia is projected to have decreases in 
the numbers of adults with doctor-diagnosed arthritis 
and arthritis-attributable activity limitations.” 

The footnote at the bottom of the second column should 
read: “'The number of adults with arthritis-attributable 


activity limitations is projected to increase similarly.” 


On page 425, the second sentence of the first paragraph 
should read: “On the basis of U.S. Census-projected 


increases in state populations overall and their older age 


distributions, all 50 states are expected to have an increase 
in the number of adults reporting doctor-diagnosed 
arthritis and arthritis-attributable activity limitations by 
the year 2030, including 10 states with increases of >50%, 
and three states that are projected to see their numbers 
more than double.” 


On page 424, the Table should read: 
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TABLE. State-specific 2005 estimates and 2030 projections* of the numbers of adults with doctor-diagnosed arthritis and arthritis- 
attributable activity limitations — Behavioral Risk Factor Surveillance System (BRFSS) and U.S. Census. 


No. of adults with No. of adults with % change in 
doctor-diagnosed arthritis arthritis-attributable activity limitations doctor-diagnosed arthritis' 


2005 2030 Increase (decrease) 2005 2030 Increase (decrease) Increase (decrease) 
State/Area (1,000s) (1,000s) (1,000s) (1,000s) (1,000s) (1,000s) 2030 versus 2005 (%) 
Alabama 1,113 1,380 267 469 576 107 24 
Alaska 107 156 49 43 61 18 
Arizona 1,078 2,526 1,448 395 932 537 
Arkansas 626 827 201 243 319 76 
California 5,650 9,110 3,460 184 3,361 
Colorado 792 1,126 334 275 387 
Connecticut 669 823 154 209 258 
Delaware 185 277 92 61 93 
District of Columbia 99 75 -24 36 27 
Florida 3,626 7,280 3,654 2,781 
Georgia 1,666 2,595 929 1,041 
Hawaii 212 280 68 88 
Idaho 256 434 178 175 
lilinois 2,347 2,824 477 929 
Indiana 1,340 1,625 285 562 
lowa 611 720 109 236 
Kansas 546 667 121 225 
Kentucky 879 1,115 236 395 
Louisiana 757 1,109 352 320 
Maine 310 411 101 113 
Maryland 1,127 1,577 450 374 
Massachusetts 1,256 1,611 355 451 
Michigan 2,324 2,837 513 839 
Minnesota 78 1,376 398 353 
Mississippi 674 873 199 296 86 
Missouri 1,384 1,726 342 555 
Montana 185 262 77 70 28 
Nebraska 340 409 69 24 
Nevada 430 948 162 198 
New Hampshire 266 394 128 87 38 
New Jersey 1,562 2,091 529 524 : 151 34 
New Mexico 333 510 131 66 53 
New York 3,721 4,433 230 19 
North Carolina 1,754 2,761 ,007 681 376 57 
North Dakota 125 146 42 8 17 
Ohio 2,573 2,930 98 14 
Oklahoma 797 976 351 69 22 
Oregon 732 1,089 310 135 49 
Pennsylvania 2,989 3,477 143 16 
Rhode Island 232 289 57 72 14 25 
South Carolina 967 1,413 446 370 165 46 
South Dakota 159 196 37 60 16 23 
Tennessee 1,326 1,814 488 608 201 37 
Texas 3,560 6,133 2,573 1337 917 72 
Utah 371 622 251 146 242 96 68 
Vermont 132 181 49 47 65 18 of 
Virginia 539 2,310 771 577 850 273 50 
Washington 222 1,912 690 504 773 269 56 
West Virginia 494 545 51 247 267 20 10 
Wisconsin 142 1,525 383 407 135 34 
Wyoming 104 139 35 37 50 13 34 
Median increase* -- — 310 — — 103 34 


* Projected state totals were calculated by applying proportions for six sex-specific age groups (i.e., 18-44 years, 45-64 years, and >65 years) from the 
,2005 BRFSS survey to corresponding U.S. Census-—projected state populations for the year 2030 and then adding the age groups together 

. }he number of adults with arthritis-attributable activity limitations is projected to increase similarly 

“Median increases were calculated using data only from the 50 states that projected increases in prevalences of doctor-diagnosed arthritis and arthritis- 
attributable activity limitations. The District of Columbia, which showed a decrease, was excluded 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage Distribution* of Blood Pressure Categoriest Among Adults 
Aged >18 Years, by Race/Ethnicity — National Health and Nutrition 
Examination Survey, United States, 1999-2004 


50 





C] Mexican American 
fa White, non-Hispanic 
i Black, non-Hispanic 























Norma Pre-hypertension Hypertension Hypertension 


stage 1 stage 2 


Blood pressure category 


* Percentages are age adjusted to the 2000 U.S. standard population 

' Blood pressure categories are based on the classification recommended by 
the Seventh Report of the Joint National Committee on Prevention, Detection, 
Evaluation and Treatment of High Blood Pressure and are defined as follows 
normal (systolic blood pressure <120 mm Hg and a diastolic blood pressure 
<80 mm Hg); pre-hypertension (systolic blood pressure 120-139 mm Hg or 
diastolic blood pressure 80-89 mm Hg); hypertension stage 1 (systolic blood 
pressure 140-159 mm Hg or diastolic blood pressure 90-99 mm Hg); and 
hypertension stage 2 (systolic blood pressure >160 mm Hg or diastolic blood 
pressure >100 mm Hg). Persons are classified into the higher blood pressure 
group if the systolic and diastolic values fall within more than one category 
Categories do not account for blood pressure treatment status 

95% confidence interval 


Blood pressure category varied substantially by race/ethnicity. Mexican Americans and non-Hispanic whites 
were more likely to have normal blood pressure compared with non-Hispanic blacks. Conversely, higher 
percentages of non-Hispanic blacks had hypertension stage 1 and hypertension stage 2 compared with non- 
Hispanic whites and Mexican Americans 


SOURCE: National Health and Nutrition Examination Survey 1999-2004. Available at http://www.cdc.gov 
nchs/nhanes.htm. 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 


week ending June 16, 2007 (24th Week)* 





Current Cum 


Disease week 2007 


5-year 5 
weekly Total cases reported for previous years 





average’ 2006 2005 2004 2003 2002 


States reporting cases during current week (No.) 





Anthrax —_ sans 
Botulism 
foodborne 
infant 
other (wound & unspecified) 
Brucellosis 
Chancroid 
Cholera 
Cyclosporiasis 
Diphtheria 
Domestic arboviral diseases** 
California serogroup 
eastern equine 
Powassan 
St. Louis 
western equine 
Ehrlichiosis 
human granulocytic 
human monocytic 
human (other & unspecified) 
Haemophilus influenzae,** 
invasive disease (age <5 yrs) 
serotype b 
nonserotype b 
unknown serotype 
Hansen disease 
Hantavirus pulmonary syndrome 
Hemolytic uremic syndrome, postdiarrhea!l 
Hepatitis C viral, acute 
HIV infection, pediatric (age <13 yrs)" 
Influenza-associated pediatric mortality 
Listeriosis 
Measies™ 
Meningococcal disease, invasive*** 
A, C, Y, & W-135 
serogroup B 
other serogroup 
unknown serogroup 
Mumps 
Novel influenza A virus infections 
Plague 
Poliomyelitis, paralytic 
Poliovirus infection, nonparalytic 
Psittacosis 
Q fever 
Rabies, human 
Rubella™’ 
Rubella, congenital syndrome 
SARS-CoV‘ 
Smallpox 
Streptococcal toxic-shock syndrome 
Syphilis, congenital (age <1 yr) 
Tetanus 
Toxic-shock syndrome (staphylococcal) 
Trichinellosis 
Tularemia 
Typhoid fever 
Vancomycin-intermediate Staphylococcus aureus 
Vancomycin-resistant Staphylococcus aureus 
Vibriosis (non-cholera Vibrio species infections) 
Yellow fever 


a 1 a - one 2 


19 16 28 
85 69 
31 30 21 
125 

17 30 67 
8 5 2 

156 

1 


o-0O+$-NONO 


164 
10 
1 


oo°o- 


oO 


4 NN 
-Wouwouw-NWNM 


nN — 
oLortu 


oO 


KS (1), FL (4) 


NY (4), MN (6), TN (1) 


TN (1), AR (1) 


TN (1) 


IN (2), FL (1) 


FL (1), CA (2) 
MN (1), OK (6) 


GA (1), FL (2), ID (1) 


GA (1) 


FL (2), CA (1) 


NE (1), NC (1), AZ (1) 


OH (1) 
NY (1) 
OK (4) 
PA (1), CA (2) 


KY (1) 





No reported cases N: Not notifiable 


Cum: Cumulative year-to-date counts 


Incidence data for reporting years 2006 and 2007 are provisional, whereas data for 2002, 2003, 2004, and 2005 are finalized 
Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 


preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage. pdf 


§ Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 
includes both neuroinvasive and non-neuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table |! 
Data for H. influenzae (all ages, all serotypes) are available in Table |! 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. implementation of HIV reporting 
influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV/AIDS surveillance data 
management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly 

3 Updated weekly from reports to the Influenza Division, National Center for Immunization and Respiratory Diseases. A total of 66 cases were reported for the 2006-07 flu season 


No measles cases were reported for the current week 


Data for meningococcal disease (all serogroups) are available in Table II 


No rubella cases were reported for the current week 


88 Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending June 16, 2007, and June 17, 2006 


(24th Week)* 





Chlamydia‘ 


Coccidioidomycosis 


Cryptosporidiosis 





Current 


Reporting area week 


Previous 
52 weeks 
Max 


Cum 
2006 


Current 
week 


Previous 
52 weeks 
Med Max 


Cum Cum 
2007 


Previous 
52 weeks 
Med 


Current 
2006 week 


Cum 
2007 





United States 10,193 


New England 286 
Connecticut 

Maine 

Massachusetts 

New Hampshire 

Rhode Isiand 

Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 

Per nsyivania 
E.N. Central 
Illinois 

Indiana 

Mict 
Ohi 
Wisconsir 
W.N. Central 
iowa 

Aansas 
Minnesota 


ja 


Missour 
Nebraska 
Ainge nr) + 
Vvorin Vako 
South Dak 


S. Atlantic 
De 


Nictrict 
Uistrict 


aware 


W.S. Ce 


} 


ntral 


Ark 


Pacific 


Alaska 


25,287 461,898 
14,301 
3,697 
975 
6,651 
828 

71 


N @® 
> © 


» 
bOoOLNM © 
Oomooe—-M 


NO 


0,410 
9,090 
471 
20,554 


8,501 


483 


47 
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72 
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152 658 
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0 


3,803 
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4,034 27 


> 
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4nqu 





nwealth of Nortt 
Unavailable N 
* Incidence 

Chiamydia refers t 


data rer 


genita 


Contains orted through 


No reported 


nfec 


ulative year 


and 200 or HIV/AIDS 
used by Chlamydia trachor 


jational Electronic Disease Surveillance System 


Median 


vailadi 
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are 


Max: Maximum 
jisplayed in Table IV, which appears quarterly 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 16, 2007, and June 17, 2006 
(24th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes’ 
Previous Previous 
__S2weeks . Cum Cum Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 2007 2006 week Med Max 2007 


United States 1,511 5,730 6,793 144,117 157,552 180 


New England 67 394 501 ¢ 2,544 2,463 
Connecticut 25 aq 120 - 944 923 
Maine 14 60 40 47 55 
Massachusetts 26 157 229 1,244 1,130 
New Hampshire 3 4 11 7 105 
Rhode Island 17 40 210 224 
Vermont’ 12 1 23 26 


127 16,633 14,837 

17 212 - 2,126 2,408 
New York (Upstate) 108 442 2,527 2,766 
New York City 32 4452 4,577 
Pennsylvania . 7,528 5,086 
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E.N. Central 1 29,634 31,708 
Illinois - 7,349 9,109 
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Michigan 6,649 5,868 


Ohio 8,995 9,367 
Wisconsin a 7 2,961 3,231 


-—-NO-NN 


W.N. Central : 8,615 8,559 
lowa 5 . 796 803 
Kansas y 1,054 1,033 
Minnesota 1,239 1,400 
Missouri 4,730 4,539 
Nebraska 651 570 
North Dakota 32 54 
South Dakota 113 160 


S. Atlantic 33,495 38,043 
Delaware 622 678 
District of Columbia 1,018 
Flonda 10,212 
Georgia 4,342 
Maryland 2,825 
North Carolina 6,529 
South Carolina 4,817 
Virginia 2,785 
West Virginia 345 


E.S. Central 10,954 
Alabama 1,313 
Kentucky 1,373 
Mississippi 3,751 
Tennessee 4,517 
W.S. Central 20,612 22,489 
Arkansas 1,739 2,042 
Louisiana 4,360 4,703 
Oklahoma 2,195 2,035 
Texas 12,318 13,709 
Mountain 4,552 6,574 
Arizona 1,381 2.218 
Colorado 1,089 
idaho 84 
Montana 43 
Nevada 991 
New Mexico 603 


Utah 330 
Wyoming 31 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Notnotifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

. Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available in Table | 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 16, 2007, and June 17, 2006 
(24th Week)* 





Hepatitis (viral, acute), by type’ 
A B -egionellosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 week Med Max 2007 2006 week Med Max 2007 
United States 29 177 1,146 35 1,695 1,934 18 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2006 and 2007 are provisional 
. Data for acute hepatitis C, viral are available in Table | 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 16, 2007, and June 17, 2006 
(24th Week)* 





Meningococcal disease, invasive’ 
Lyme disease Malaria All serogroups 

Previous Previous Previous 

52 weeks Cum 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 Med Max 2007 2006 Med Max 2007 
United States 2 3,294 363 548 18 84 509 
New England 292 21 
Connecticut 150 4 
Maine 24 
Massachusetts 
New Hampshire 
Rhode Isiand 
Vermont 


Mid. Atlantic 
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New York (Upstate) 
New York City 
Pennsylvania 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts Med: Median Max: Maximum 

; Incidence data for reporting years 2006 and 2007 are provisional 

. Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table | 
‘ Contains data reported through the National Electronic Disease Surveillance System (NEDSS) : 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 16, 2007, and June 17, 2006 
(24th Week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2006 week Med Max 2007 
United States 2 249 é -~ . ‘ 168 g 2,210 11 31 10 424 


< 











New England 32 47 163 oa 0 10 
Connecticut 2 0 } 3C 5 1 68 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 16, 2007, and June 17, 2006 
(24th Week)* 








Salmonellosis Shiga toxin-producing E. coli(STEC)' Shigellosis 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 week Med Max 2007 week Med Max 2007 


United States 828 1,899 13,642 14,348 36 315 1,032 879 5,374 


New England 153 645 1,074 21 63 16 83 
Connecticut 139 139 503 16 16 13 13 
Maine 14 47 41 16 5 
Massachusetts 60 335 415 21 11 
New Hampshire 15 49 met 2 
Rhode Isiand 20 48 35 3 
Vermont 6 27 16 2 


Mid. Atlantic 5 189 771 47 
New Jersey 148 365 18 
New York (Upstate) 520 364 42 
New York City 463 466 12 
Pennsylvania 2 640 536 6 


E.N. Central 5 ‘ 1,860 75 
IIlinois 478 53 
Indiana 249 17 
Michigan 313 5 
Ohio 2 - 491 


22 
Wisconsin 329 14 
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E.S. Central 2 909 
Alabama 259 
Kentucky 

Mississippi 
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W.S. Central 
Arkansas 
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Oklahoma 
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Mountain 

Arizona 7 349 
Colorado 

Idaho x 49 
Montana 36 
Nevada 2 81 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* Incidence data for reporting years 2006 and 2007 are provisional 

. Includes E. coliO157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 








Vol. 56 / No. 24 MMWR 619 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 16, 2007, and June 17, 2006 
(24th Week)* 





Streptococcus pneumoniae, invasive disease’ 
Streptococcal diseas 2, invasive, group A Age <5 years 


Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med 2007 Max 


United States 75 86 253 y 7 3,075 5 105 











New England 5 2g 183 : 1 
Connecticut ) 7 35 55 

Maine ) 18 

Massachusetts } C 95 

New Hampshire ( ‘ 

Rhode Island 

Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Iilinois 
indiana 
Michigar 

OF 


Wisconsin 


W.N. Central 
K ansa 


Minnesota 


E.S. Central 


Alabar 


W.S. Central 


Arkan 


Pacific 
Alaska 
lif 


Hawa 


U 





N.M.1.: Commonwealth of Northern Mariana Islands 
Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Mediar Max: Maximum 
cidence data for reporting years 2006 and 20 ? are provisional 
Includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumonic which is susceptible or for which susceptibility testing is not available 
(NNDSS event code 11717) 
Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 16, 2007, and June 17, 2006 
(24th Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant’ 


All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 Med Max 2007 2006 week Med Max 2007 


United States 1,276 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 
New Jersey 

New York (Upstate 
New York City 
Pennsylvania 


E.N. Central 
Ilinois 
indiana 
Michigan 
Ohio 
Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Flonda 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 
Mountain 
Arizona 
Colorado 
Idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 
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C.N.M.I1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

. Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720) 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 16, 2007, and June 17, 2006 
(24th Week)* 





West Nile virus disease’ 
Varicella (chickenpox) Neuroinvasive Non-neuroinvasive® 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 
United States y 76 iY y 1 178 : 22 











New England 23 16 3 2,808 3 


Connecticu 2 - : 


Maine" 
Massachusetts 
New Hampshire 
Rhode Island" 


Mid. Atlantic 


New Jersey 


E.S. Central 


A 


W.S. Central 


Arka 


exa 


Mountain 





' Ww 
Unavailabdie 
idence data ) C : 

Updated weekly fror 2p tot ivision of Vecto rr tiou National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data 
for California serogr Up, easterr ine, t St S, and western equine diseas V t . ? 

Not notifiz > in all states. Data from states where the c dition is not notifiable are exclt d from this table, except in 2007 for the domestic arboviral diseases and influenza 
« associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at www.cdc v/epo/dphsi/phs/infdis.htm 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities,” week ending June 16, 2007 (24t 


h Week) 





All causes, by age (years) 


All causes, by age (years) 





All 
Reporting Area Ages 





as | ess] asa] vas] 2 


P&lt 





Total 


Reporting Area 








~~ 25-44 | sie <1 





New England 473 
Boston, MA 109 
Bridgeport, CT 28 
Cambridge, MA 16 
Fall River, MA 28 
Hartford, CT 39 
Lowell, MA 19 
Lynn, MA 

New Bedford, MA 

New Haven, CT 

Providence, RI 

Somerville, MA 

Springfield, MA 

Waterbury, CT 

Worcester, MA 


Mid. Atlantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie PA 

Jersey City, NJ 
New York City, NY 
Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PA 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 
Syracuse, NY 
Trenton, NJ 
Utica, NY 
Yonkers, NY 


E.N. Central 
Akron, OH 
Canton, OH 
Chicago, IL 
Cincinnati, OH 
Cleveland, OH 
Columbus, OH 
Dayton, OH 
Detroit, Mi 
Evansville, IN 
Fort Wayne, IN 
Gary, IN 

Grand Rapids, MI 
Indianapolis, IN 
Lansing, MI 
Milwaukee, WI 
Peoria, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 
Youngstown, OH 


W.N. Central 

Des Moines, IA 

Duluth, MN 

Kansas City, KS 

Kansas City, MO 

Lincoln, NE 

Minneapolis, MN 

Omaha, NE 90 
St. Louis, MO 160 
St. Paul, MN 47 
Wichita, KS 85 


334 100 17 11 
70 24 3 7 
22 
14 
20 
31 
16 
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S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 

Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA" 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
Colorado Springs 
Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Like City, UT 
Tucson, AZ 


Pacific 
Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, Hl 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, CA 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 


311 121 
45 23 
40 26 
28 12 
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U: Unavailable 


No reported cases 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 


Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 


* Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 


** Total includes unknown ages 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals June 16, 2007, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


US, Comparable, and subsequent 4-week periods 


e hatched area begins is based on the mean and two standard deviations of 
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